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A recertification survey was conducted from N
November 2, 2008 through November 4, ?009. 5 rvey Respomses 12
The fundamental survey process was utilized. A
random sampling of three clients was selected wio4
. on af i 2l IR B &
mé: ﬁ?;drﬁgiiﬁ'n";ﬁ; Iattilwc;? gifsfg;;li:?en; o8 with 7| MTS does have systems and dedicated staffto jnsure that
) o . ©* .. 7w day program “Pass Through” payments ure disseminated to
. - | s sister day providers in & timely manner but MTS nor any
The survey findings were based on abservations - ; other residential provider can unllaterally addross pass
and interviews in the group home and at two day  through payment concerns when they are begéd on
programs, and a review of records, including : processing issues at ACS or Health Care Finance. It should
unusual incident reports, : be yoted that MTS has not had similar problems with its
W 104 | 483.410(a)(1) GOVERNING BODY , W 104 | other sister day providers, only this particular one.
; . . Even though the payment probiem experienced by the day
i s iy v e e | i ety ey
get, P 0 clity. _ | payments or disseminate payments received i g timely
mantier, this day provider decided to suspend the
individuals involved thereby denying thet active treatment
. , . services they need. That act amounts 1o punishing the
This STANDARD 15 not met as evidenced by: person supported for a payment concern that js beyond
Based on observation, interview, and record their control and that of MTS. In such cases, MTS will
review, the faciiity failed to im plement an affective advocate for the right of the Persou t choose another day
system to ensure agreements between the day provider who can mect their needs. MTS is currently
program provider and the group home was gg\émglig ;li;atoduection for Client #1 and #2 supported by

exeguted for two of three clients in the sample.

{Clients #1 and #2) As it has in the past, MTS will insure in the firure:

The finding includes: _ U Dta.y s?'vice billilégs received will be processed in
_ a thnely manger by the MTS '
On November 12, 2009 at approximately 8:55 member dedicarcdy;:o mahf;sé‘: eing sttt
. h' Client #1 was qbsenred leaving the facility *  System checks will he completed to track the
mt! cil';er tpz:rs aI;:d dlrec} care staff. At 2:10 p.m._, processing of the biilings;
» ent was obsarved leaving the facility with *  Day programs will be notifieq h
stalf to bring her peers home from the day - and remittance information ig ,Lﬁfﬁy"m
program,. . ngrpents will be provided to the day program
| _ ' within 48 hours of receiving the check and
| Interview with the direct care staff revealed that o emittance ad"i“f .
there was a pmhiem with Chent #1-3 day program :;II?VWIH work with 1ts Sister day Providers to
and that she had not attended since the sumper. develop. . 1o 30.onOUEh DayMent concerns tia:
ABORATORY DIRECTOR'S OR FROVISE UPPUER REFRES, i : '

’ \ . Trme

a7

ny deficioancy statement ending with an asterisk (%) denotes 8 defici i - o '

! 1 r ency which the nstitution may be excuseq i idi i
fm:;f‘:g:zf:; IZ';O;':‘:’; e!;u\:fmlc‘;ﬂt. Pruieq'.‘lt'bn tlo the patients. (Sew inetruclions.) Except for nursin{: homas, the ﬁdin;":gt!:g :;?;\:‘:I:fei;:::]gh?hed fhat
3ys foliowing tha date these docum:;t:oarz?'n:’;:f avaliable ?ol?np'?:ml?d' Hepasing homas, the &bove findings and plans of correction are g?:cl:;:gl: 17
09ram participation, ® facilly. It deficlancies sre cited, gn Arproved plan of correction Is requisite tg continyed
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3
During an interview with the Qualified Mental
Retardation Professional (QMRP) o} November
2, 2009 at 9:25 a.m., it was revealed|that on July
13, 2009 Clients #1 and #2 were sugpended from
thelr day program for nonpayment for services.
The QMRP indicated that she and the clients'
case manager attended a meeting a} the day
program to discuss the issue on August 12, 2009,
According to the QMRP, during the meeting the
group home alleged that paymaents v?*ere current.

tnterview with the QMRP and the da} program
case manager revealed that Client #2 was
readmitted to her day program on Seéptember 17,
2009. Atthe time of the survey, however, the
QMRP indicated that the group homé provider
had been unsuccessful in resolving Glient #1's
financial issue with the day program.

Interview with the case manager on November 2, |
2009 at 11:32 AM revealed the day program
confirmed that Client #2 returned to the program
on Septemnber 17, 2009. Further intgrview with
the case manager indicated that Client #1 had not
been permitted to return to the day program
because of non-payment for services rendered,

A telephone interview on November L. 2009 at
2:45 P.M. with the agency's chisf fingncial officer
revealad that it was the policy of the provider to
review the sarvice invoices submitted by the day
treatment providers for accuracy upon receipt.
After verification of the invoices, the provider
should sign them and forward them to the funding
agency for processing and payment. [The funding
agency provides written remittance atlvice, and if
there are no concerms, issues a chedk to the
group home provider to be passed on to the day
treatment provider, The chlef financial officer

W 104
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acknowledged that the agency had ¢
intermittent delays in receiving day p
payments from the funding agency, \
Past had prevented the agency from
payments to the day program within
required by the agreement. The chi

program debt might be partially relat
inadvertent day program book keepi

The review of the Agreement for the

xperienced
rogram
which in the
sending
timeframe
financial

officer, howaver, indicated that Client #1's day

ed to an
Ny error.

Provigion of

Intermediate Care Facilities for Pers
Mental Retardation revealed the fol
information;

Active Treatment Servicas to Rosid'}?ts of

n with
wing

“If MAA's fiscal intermediary denies

Provider is aware of such denials a
for them."

residential program director reveal

#1 and #2, thera was no evidencs

treatment services, which had resut

W 163

The facility must ensure that all all

injuries of unknown source, are repq

ny claims

submitted by ICF/MR for services prpvided by
Active Treatment Provider for any billing cycle,
ICF/MR agrees to provide a copy of the
remittance advice to Active Treatmeht Provider
as soaon as possible so that Active Treatment

the reasons

i
Although interview with the QMRP aLd the

that new

day placements was being sought far both Client

tan

effective system had been implemented to
prevent the alleged untimely payment for day

in the

clients' suspension from their day programs.
483.420(d)(2) STAFF TREATMENT|OF
CLENTS i

ations of

mistreatment, neglect or abuse, as well as

rted

W 104

W 153
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immediately to the administrator or t
officials in accordance with State law
established procedures.

other
through

This STANDARD is not met as evidenced by:
Based on observation, staff interview, and record
review, the facility failed to ensure aﬁ incident of a
missed medication at the day program was
reported to DOH as required by Iocai faw for one
of the three clients in the sample. [Chient #3]

The finding includes: ‘

|
Record review on 11/3/2009 at appréximately
10:30 &.m. revealed an unusual incident repart
(UIR) for missed medications was filed in Client
#3's habilitation record. The incident report was
dated 2/11/2009 from Cllent #3's d program
and it pravided information regardi:g an
"omission of medications. * A memoérandum
from the day program was attached fo this
incident report and it detailed the foll ing:

"On 2/11/2009, eighteen individuals at [Day
Program] missed their 12noan dosags of
prescribed medications/or treatments. The

temporary registered nurse assigned|by [Staffin
Agency| to administer medication cmI }Igdate ?
failed to compiete this responsibility.’

Further record review revealed on th l
@ same
at approxinpately 10:40 a.m. reveale I, Client ggy
was preseribed to receive 10mg of Reglan
%ﬁtgglo&ramlieFHCL 5mg/6ml Solufion) at noon
ey through Friday as written on ith
physician's orders. i 10/2009

Interview with the quaiified mentsi reieration

W 153

—_——
——

W153

This is a case of an incident occurring at the day program
that was not detected or reported in a timely manner. Once
the day program did uncover the i ssue, it disclosed to MTS
and provided its investigation report. MTS could not report
what it did not know about and perhaps incorrectly
assumed that the day program would disclose the incident
to the State Agency as well as provide iis investigation
Feport. In the future, MTS will insure that it forwards any
incident reports and investigations it recejves ffom day
. Programs for incidents that occur at the day program to the
State Agency the same day that it receives jt.__ 12-20-909
It should be noted that no harm resulted in the pcsed
medication passes and that this was a single occurrence
caused by th_zc circumstances that day st the Progra and
1ot an ongeing concern or problem. Nevertheless, the
QMREP will monitor this consideration during her routine,
monthly visits o the program, . 12-20.09. '

| [
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W 153 | Continued From page 4 W 153
professional (QMRP) on 11/3/2009 4t
approximately 2:07 p.m. reveaied she was
notified of the missed medication on{ 3/9/2009,
She was not sure why it took the da f program
almost a month to notify her of the incident The
QMRP however failed to notify the Department of .
Heaith of this medication error as well. W1s6
W 156 | 483.420(d)(4) STAFF TREATMENT OF W 156
CLIENTS , | | See the responses for W153. In addition, the QMRP did not
i " seek to conduct an Investigation at the day program based
The results of all investigations mus{ be reported on the described incident. The day program conducted its,
to the administrator or designated representative own Investigation and provided MTS with jts
or to other officials in accordance with State law report/findings. Residential stafl camot conduct
within five working days of the inciddnt. investigations at non-affiliated, sister day Drogoams uniess
glven spectal permission to do 50 or the Program agrees to
%jlomt mvestigation. Neither was necessary in this case.
This STANDARD s not met as eviden d by ¢ day program, once it wncovered the incident,
Based on observati on, staff intervi aﬁg regérd ﬁr‘;g% an.t;];;;:wdetdh ns'ﬁndings- As mcu_liopcd in
feview the facility failed to ensure an investigation . reports and invfesﬂg;t'i';n s g;:ir"’:s;goﬁz ds::h ::;cxd:nsl e
into an incident of 5 missed medication at the day | - day they are received. .. 12-20-09. program
program as required by this section {gr one of

three clients in the sample. [Client #3]
The finding includes:

Record review on 11/3/2009 at app 'xirnately
10:30 a.m, revealed an unusual incident report
{UIR) for missed medications was filed in Clignt
#3's habititation record. The incident report was
dated 2/11/2009 from Client #3's day program
and it provided information regarding an
“omission of medications. " A memorandum
fmm the day program was attached fo thig
Incident report and it detailed the following:

"On 2/11/2008, eightesn individuals f,at [Day
Program] missed their 12noon dosage of

| Prescribed medications/or treatments, The

temporary registered nurse assigned by [Staffing

ORM CMS-2567(02.99) Previous Versions Obsolate
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W 156 | Continued From page 5 W 166

Agency] to administer medication orithis date
failed to complete this responsiblli i

Further record review revealed on the same day
at approximately 10:40 a.m. revealeq, Client #3
was prescribed to receive 10mg of Reglan
(Metoclopramide HCL 5mg/5ml Solution) at noon
Monday through Friday as written onlthe 10/2009
physician's orders. f

Interview with the quallfied mental relardation
professional (QMRP) on 11/3/2009 at
approxirnately 2:08 p.m. revealed she did not
compléte an Investigation into this intident. As
such, the QMRP also falled to provide the
Department of Health with her invesﬁigative
findings as well. '
W 169 483.430() QUALIFIED MENTAL | W 159
RETARDATION PROFESSIONAL ’

w159

Each cllent's active treatment progra}n must be : {
integrated, coordinated and monihorefd by a ovideaesd ayeree e fssuescied ider W1 s

) evidenced FESpO i
qualified mental retsrdation professional. w2 ‘e;: WZ% %63 mngc‘fvgawded for wie, wiss,

|

This STANDARD is not met as evid#nced by:
Bas;ed on observation, staff intervi , and racord
review, the faciiity failed to ensure Qualified
Mental Retardation Professional (QMRP)
coardinated, integrated, and monitoréd services,

for three the three cllents in the sample. (Cli
#1, #2 and #3) he. (Clents

The findings include: !
I

1. The faciity's QMRP failed to enslsre the
coordination of outside services, {Sﬁ'e W120]

2. The facliity's QMRP failed to ensbre that each

‘ORM CMS.2567(02-99) Previous Versions Obzolete

Event iD: C74R14 ‘Facility |- onqosa H continuation shaeat Page 8of 22
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Continued From page 6 |

employee had been provided with a{liequate
training that enables the employee tb perform his
or her duties effectively. {See W189]

3. The QMRP failed to ensure coordination
between the Interdisciplinary team, {o Include the
primary care physician (PCP} in the final
decision-making process for determjning the
most appropriate food consistency for Client #2.
[See W217]

4, The facllity's QMRP failed to engure
continuous active treatment was implemented in
accordance with tha interdisciplinary team (IDT)
recommendations. [See W249)

5. The faciity's QMRP failed to ensiure the
coordination of services 10 ensure cl[ent’s
received their medications undar informed
consent. [See W263] |

6. The facility's QMRP failed to enéure
restrictive measures were implemented only with
the written informed consent of the bFuman Rights
Committee. [See W264]

483.440(c)(3)(v) INDIVIDUAL PROGRAM PLAN
The comprehensive functional asse: isment must
inciude nutritional status.

1

This STANDARD is not met as evidaned by:
Based on observation, interview, and record
reviaw, the facility failed to ensure that the
comprehensive functional assessment included a
thorough evaluation of clients' eating, skills to
determine the appropriateness of dietary
recommendations, for one of three cliants in the
sample, (Cilent 2),

"W 159

w217
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The finding in¢ludes:

On 11/2/09 at 1:00 p.m., Client #2 was observed
independently eating 2 meal of pureed foods and
regular consistency liquids at her day program.
She rapidly ate the food requiring intermittently
verbal prompting from the staff her {o reduce her
eating pace. Interview with day program staff
during this time confirmed that the djient was able
to feed herself, however, required verbal
prompting to prevent her from eating her
prescribed pureed diet too rapidly. |

|
On 11/ 2/09 at 4:25 p.m., at her group home, the
client fed herself a snack of pudding from a cup.
At approximately 6:50 p.m. on the same day, the
client fed herself. Facility staff verbally prompted
Client #2 to eat more slowly during l.h'-" meai.

Interview with group home staff on |11309 at
approximately 3:15 p.m. revealed they wera
aware of the Speech/Language Pathologist's
{SLPs) assessment, which indicated that the
client was able to tolerate blte-siza pleces of soft
bread-type desserts, Staff also re wted that the
nutritionist had approved the client tb have "have
soft tems i.e. cakes, honey buns, sgft cockies,
and brownies for snack (It is to be given in bite
size), i

The review of quartery nutritional agsessments
dated B/ 30/09 and 9/5/08 an 11/ 3/09 at 1:27
p.m., confirmed the staff statementg that the
client may have soft cakes fike honay buns and
brownies. Further record review on 11/3/09 at
3:15 p.m. revealed a SLP Assessment dated
7/808, which stated "Swallow functidn: Tolerates
current diet (pureed). Should continge t monitor

FORM CMS-2587, (02-99) Previous Versions Obsolate Event ID: C74R11 Fagility ID: 09G088 if continuation sheet Page 8 of 22
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for pacing during meals.” The SLP gssessment i ther swallowing study done for Client
stated the client should have pureed texture :\érg 2: ;ﬁv;g:ﬂme: g‘tm oﬂfw maﬁ pureed can be
foods, however "can have soft items |.e. cakes, given, MTS will insure that the specialist is aware of the
honey buns, soft cookies, and browries for snack existing Speech Pathology recommendation that indicates
(It is to be given In bite size)." I s0ft, bite-sized foods can be provided. Once the resubts of
the new swallowing study are in hand, they will be shared
Review of Client #2's Mealtime Prot¢col dated with the PCP, Speech Puthologist and Nutritionist. The
November 2008 revealed Pureed Régular Diet. team will decide whether to modify the diet orders at that
"Can have soft itemns i.¢. cakes, hongy buns, soft point, and if they do, the physician’s orders wil} be changed
cookies, and brownies for snack {1t is to be given to reflect the team’s del.CiSiOIl. ..12-30-09,

in bite size). The review of the physician's orders
dated 10/01/09, however, revealed 3 "Pureed -
Regular- Low Cholesterol Diet” was prescribed for
the client. The was no evidence that the
nutritionist and/or the SLP had sought the
approval of the PCP prior to recommending Client
#2 to have bite size soft bread type desserts prior
to their being documented in the professional
assessimenis and recommandations,.

W 249 | 483.440(d)(1) PROGRAM IMPLEM%NTATION W 249| w249

Client #3 complcted a number of her measurable objectives
during the course of the ISP year and reached her
maximum potential on others. On 12-16-09, an ISP team
meeting will be held and new objectives will be approvexi,
The new objectives will be implemented by...12-19-09.

As soon as the interdisciplinary team has
formutated a client's Individual program plan,
each client must recsive a continuods active
treatment program consisting of needed

intervantions and services in sufficient number In the future, the QMRF will insure that completed or
ahd frequency to support the achievément of the “Maxed out” objectives are replaced with new objectives
objectives identified in the individual [program by complcting addendums to the 1SP with the team’s
ptan. approval...12-20-09.
The Duily Activity Schedules for each jndividual supported
i will be revised to reflect both their measurable objectives
! (implementation schedulc) and supported routines that are
\ \ conducted routinely (i.0. individuals supporting cumnpleting
This STANDARD is not met as evldlenced by all daily living tasks as supported by staff). The QMRP will
Based on observation, staff interview and record train staff on involving the individuals supported in all
review, the facility failed to ensure that clients daity living tasks, regardless of their skill levels.,.12-30-
receive interventions as spacified in their ISP for 09. o _
one of three sampled clients, (Client|#3) Additionally, the QMRY and kacility Manager wiil observe

active treatment implementation st minimum twice weekly
{apiece) 1o insure that measurable objectives and supported

The finding includes: routines arc consistently implemented...12-30-09.
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On 11/2/2009 between the hours of 3:30 p.m.

and 6:50 p.m., Client #3 was obse sitting in
front of a small table in the living rogm listening to
music from a small portable radic. Client #3 was
escorted from this seat between 5:52 p.m. and
6:21 p.m. to have dinner, After dinnr she was
allowed to return to her chair to listen to more
music. She remained there until 6:50 p.m. when
the survey team left the facility.

1. Record review on 11/3/3009 at aJproximately
10:55 a.m. revesled, Client #3's Individualized
Service Plan (ISP) dated 12/16/200§ outlined four
new habilitation programs were recammended for
this year. The programming objectives were
listed as follows:

a. To enhance ADL skills; "Given physical
prompts [Client #3} will put her sciled clothes in
the hamper on 10/10 sessions. (N N GOAL)"
b. To enhance gross motor skills: 'I]EClient #3]
will roil the ball on 8/8 sessions giva| visual cues.
(NEW GOAL)"
¢. To increase social and adaptive 'behavlors:
"[Client #3] will reduce episodes of aggressive
behaviors to 0 per month for g mon%s."
d. To increase self-help skills: "[Client 337 will
hang coat up given physical prompts on 8/8/
sessions. (NEW GOAL)” i

i
Further record review on the same y at
approximately 11:05 a.m. revealed Client #3's
Psychology assessment dated 12/5/2008
recommended take part in "active engagement
dally especially during the hours between 4-6 pm”
as a proactive means of praventing Client #3's
targeted behaviors.
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W 249 | Continued From page 10 | W 249
Interview with the qualified mental rebtardation
professional (QMRP) on 11/3/2009 at
approximately 2:20 p.m. revealed nina of the

above "new goals" were being implqmented.

The facility failed to ensure the timeI'L(

implementation of Client #3's habilitation as
recommended by the Interdiscipiinaty Team
(IDT). '

2. Record review on 11/3/3009 at pproximately
11:05 a.m. revealed, Client #3's S h (SLP)
assessment dated 7/7/2008 recommended the
following: L

i
a. Continue building [the] Client's réceptive and
expressive language skilis through |
recreational/social interactions as well as using 1
to 1 time allowing client to express jerself.

b. Re-assess communication skill  annually to
monitor significant changes and adjlfsl
programming as hecessary, !

interview with the quallfied mental reitardation

profassional (QMRP) on 11/3/2009 5t 2:50 p.m.

revealed Client #3 did not have a cufrent

communication program in piace and an updated

SLP assessment was still pending. !

The facility failed to ensure the tirnelj

implementation of Client #3's communication

- | program and re-assessment as recolnmended by
the Speech and Language Pathologist (SLP).

W 261 é?—iaAﬁGog)(a) PROGRAM MONITORING & W 261

The f;cility must designate and use & specially
constifuted committee or committees conslsting
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of members of facility staff, parents, |legal o -
. . *EE . The Executive Director of the program will insure that the
guardians, dlients (as appropriate), qualified MTS non-affiliated members of the Humen Rights
persons who have gn;her experiertcd or training in Committee attend/participate in all meetings as evidenced
contemporary practices to change inappropriate by the signature sheets and minutes... 12-30-09.
client behavior, and persons with nojownership or ,
controlling interest in the facility.
This STANDARD is not met ag evidenced by:
Based on observation, interview, ang review of
the Human Rights Committee (HRC) minutes, the
facility failed 10 ensure that persons with no
ownership of controlling interest in the facility
consistently participated on this committee for two
of three clients included in the sample. - (Clients
#1 and #2)
. The finding includes: ;
On 11/ 3/09, at 10:20 a.m,, interview with the
Qualified Mental Retardation Professional
revealed that the facility's specially constituted
committee had reviewed the restrictive measures
(behavior intervention techniques and/or
magdications) for Clients #1 and #2 a a meeting
on 12/19/08. On 11/4/09 at 3:06 pmM., review of
the HRC minutes dateg 12/08 for the meeting
during which the clients Behavior su port pian
were discussed revealed ro signatutes (s) of
individuals with no controlling interest in the o
facsl:tg. Interview with the QMRP revealed that al 263
attendees on that day were employed by the
: Th i ;
\ agency. Further interview with the GMRP ,gsfjbianrg;iat‘s’ gf C"“i“ #3 was provided with a
revealed that no individuals without ¢ontrolling efore agroeing :g‘fs on of the psychotropic drug regitnen
interest in the facllity had attended mjeeting. The consent forg ml'}%?;::dg SEning the consent form,
W 283 | 483 .440(f)(3)(ii) PROGRAM MONITORING & W263|  SeCts of the medication(s) and g - 5t 0/¢ POteNtial side
GCHANGE i the guardian wil] be k“ 5) and the medication itsolf and
- 30-09. asked 10 sign the modified form. . 17.
T . | This moditted form wit :
] he committee should insure that these programs thereafter... 12-30.09, | be useq universally .
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_

Continued From page 12 '

are conducted only with the written informed
consent of the client, parents (if the client is a
minor) or iegal guardian. n

{

This STANDARD s not met as evlcienced by:
Based on record review and staff interview, the
facility failed to ensure clients psychptropic
medication regimen was implementgd with the
informed consent of a client' & guargian for one
of three dlients in the sampie. [Client #3]

The finding includes:

Observation on the moming of 11/2/2000
revealed Client #3 was administereqd a regimen of
psychotropic medications, which included 360mg
of Tegretol for compulsive behaviorj A review of
the 10/2009 physician's orders the following day
at approximately 11:35 p.m. revealed this client
was also prescribed 75mg of Anafranil
(Clomipramine HCL) every evening
compulsive behavior.

Further record review revealed a "Consent for
Treatment with Psychotropic Medication” form
was signed by Client #3's medica! guardian on
3/18/2009. The consent form did nqt list the
medications Client #3 was recelving! nor did it list
the "common side effecis” of those medications
as well. In addition, the medical guardian did not
indicate if she "consented” or “did nat consent” for
the use of the psychotropic medications due to
the chack boxes baing left blank on fha consent
form.

There was no evidence on file to sutl)stantiate the
Medical Guardian provided proper information on
or truly provided written consent for Client #3's

W 263
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¥ | revealed thers was no evidence the door alams
e: @ were reviawed and or assessed dating back to
N\ 172008 of this year. It was not clear y the
O \E alarms were still active despite not ving any
Y | 2pprovai from the HRC to continue Irnp!ementing
them. '
W 322 | 483.460(a)(3) PHYSICIAN SERVICES W 322 “‘
- W322
The facility must provide or obtain Preventive and
general medical care. Client #2 received homarology follow up on...17-6-09
Copy attached)
E:ile!:st( #1 had a Prolactin lovet done on 9-26-09 (copy
attached)...9-26-09.
This STANDARD s not met as evidenced by: -
Based on Observation, interview and record The level was high and the PCP will monitor the level but
review, the facility faiied to ensure preventive indicated that the current Jevel is not an issue unless she
health services were coordinated forf the begins lactating. ..12.1409.
completion of recommended diagnostic .
procedures for two of three clients irf the sample. The ncw RN will insure thar all medical follow up oecurs
(Clients #1 and #2) : in a timely manner by using MTS standard forms to track
! alt needed follow up in a person-specific manner. . 12-30-
The finding i : 09.
ng includes: . In addition, the RN, QMRP and Facility Manager meet
1. The facilty falled to ensure that Clie monthiy to review medical follow up concerns and to
s nt #2 assure all are addressed. ., 12-20-09.
received a hematology follow-up as prescribed. Finally, the LPN support office will assist the RN in
) ! assuring that medical consultations are tracked, scheduled
On 1 1/ 2/09 at 8:02 a.m., Client #2 Was observed und jmplemented in a timely manger. .. 12-30-09.
to receive Ferrous Sulfate 325 (66 mg) tablet,
Interview with the medication nurse during this
time revealed the client recsived the medieation
to prevent a low iron ievel. Record verification on
11/ 3/0‘9'at 8:05 a.m. confirmed that the client had
a physician's order to receive Ferrous Sulfate 325
(65 mg) tab TiD on Monday through Friday and
BID on Saturday and Sundays for anemia,
interview with the primary R.N. on 11/3/09 at
11:0p a.m. revealed the hematologist was
monitoring Client #2. Record review revealed a
ORM CM$-2567(02-98) Previous Versions Gbsolate Event ID: G74R14 Faclfity ID: 09Gogs If continuation sheet Page 15 of 22




' PRINTED: 11/29/2000
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PRDVIDERISUII’PUER!CLIA ' (%2) MULTIPLE CONSTRUCTION ‘ (X3) DATE SURVEY
AND PLAN OF CORRECTION JIDENTIFICATION NUMBER; COMPLETED
A. BUILDING
09G098 B. WING 11/04/2009
NAME OF PROVIDER OR SUPPLIER : STREET ADDRESS, CITY, STATE, ZIP CODE

927 53TH STREET, NE

MULTI-THERAPEUTIC SERVICES, INC WASHINGTON, DC 20019

4) ID SUMMARY STATEMENT QF DEFIGIENCIES 10 PROVIDER'S PLAN OF GORRECTION {X5)
S(Rf:‘)FIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENGCED TO THE APPROPRIATE
, DEFICIENGY)
W 322 | Continued From page 15 W 322

hematology consultation report dated 6/23/08 in
which It was nofed the ¢lient had a diagnosis of
micracytosis and should retumn to thp hematology
clinic in ona year for follow-up. At the time of the
survey, there was no evidence that the one year
follow-up appointment had been complated for
the client. !

{
2. The facility failed to ensure the pljarmagist's
recommendation that Client #1's Prolactin be
menitored every six months was addressed as
evidenced below: i

On 11/ 2/09 at B:30 a.m., Client #1 was observed
being administered Haldol 5 mg tab!(3 tabs, 15
mg). The client laid on the floor and attempted to
bang her head as the nurse verbaily prompted
her to get up from the floor. Interview with the
medication nurse revealed the Haldol was
prescribed to manage the client's psychosis.
Subsequent record review on 11/2/(9 at 9:07
a.m. revealed a current physician's order, with an
original date of 7/7/08 for Haloperidgl 5 mg tab,
15 mg by mouth twice daily in the mpming and
evening for psychosis.

|
Record review on 11/ 4/09 at 9:17 ajm. revsaled
a 5/11/09 Quarterly Pharmacy Review which
stated "Haidol - Needs Prolactin G d months,
The review of the client's Quarterly Pharmacy
Reviews dated 11/ 25/08, 2/25/09, and 8/6/09
revealed assessment of the Client ' s prolactin
level was also recommandad at those times,
Continued record review however revealed no
laboratory reports of prolactin level were
available. {

i
tnterview with the primary R.N, on 11/ 4/09 at
9:30 a.m. revealed that no laboratory tests had

|
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Continued From page 16

been conducted to assess Prolactin|values.
483.460(c) NURSING SERVICES

The facility must provide clients with nursing
services in accordance with their heeds,

This STANDARD is not met as evidenced by;
Based on observation, interview, and record
verification, the facility's nursing services failed to
ensure each resident received labo tory
assessments as recommended and preseribed
for two of the three clients in the saerle. (Clients
#1and #2) |

|
The findings include: !

1. On 11/2/09 at 8:02 a.m.. Client # was
administered Feous Sulfate 325 (65 mg) tablet
Ipterview with the medication nurse urinig this
time revealed the client received the medication
to prevent a tow iron level,

Record verificatipn on 11/2/09 at Q:CJS am,
confirmed that the client had a physician's order
for Ferrous Sulfate 325 (65 mg) tab [TID on
Monday through Friday and BID on Saturday and
Sundays for anemia. !

|
Record review on 11/3/09 revealed physician's
ordered dated 5/11/09 prescribing CBC (ab test
every three months lipid test every six months to
monitor the client. Further review of the client's
medical record on 11/3/09 at 11:35 f«M revealed
the following taboratory results: ,

CB(.)':: 12/22/08 (12.2 gm.) and 11qu109 (13.1
gm. |

W 322

W 331

W33l

The cited lab work for Clients #2 will be scheduled
by...12-20-09.

Results will be forwarded W the RN aad PCP immediately.
In the fature, the RN will use the presctibed, person-

- specific tracking formats to insure that all lab work is

compl_et_ed &s prescribed by the I'CP and ISP, ,, 12-30-09.
In addition, the QMRP will audit the medical records
monthly to support the RN.,.12-30-09.
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Continued From page 17 |
During a follow-up interview on 11/4/09 at 1:11
p.m., the primary R.N. acknowledged that no
additiona| CBC values were available. There was
no evidence the Tacility had ensured that the
client’s iabaratory assessments had been

conducted at the frequency prescritied by the
primary care physician,

2.0n 11/2/09, at 4:24 p.m. Client #2 was
observed eating a snack of pudding. Interview
with the staff indicated the client wa prescribed a
tow cholesterol pureed diet, i

On 11/3/09 at 917 a.m., the review of physician *
s orders dated 10/1/09 for Client #2irevealed she
was prescribed a Puresd-Regular-Lpw
cholesterol diet. Further record review revealed a
physician's orderad dated 5/11/09 pfescribing that
a lipid panel be conducted every slxl months,
Available lipid panel resuits in the d;enrs record
were dated 12/22/08 and 3/10/09. !

During a follow-up interview on 1 1/4{’09 at 1:11
p.m., the primary R.N. acknowledgﬁd that no
additional lipid report vaiues were available for the
client. There was no evidence the Gility had
ensure that the client's lipid paneldwere
conducted at the frequahty prestrhibied by the
primary care physician. i

3. [Cross refer to W322.2] The facllity's nursing
selVices failed to coordinate the pharmacist's
recommendation for monitoring of Client #1's
serum prolactin level with the primar‘Pr care
physician. i
483.480(c)(3)(iil) NURSING SERVICES

Nursing services must include, for those ciients

certified as not needing a medical cziire plan, a

W 331

W 336
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review of their heith status which rust ba on a
quarterly or more frequent basis depending on
client need. !

This STANDARD is not met as evicienced by:
Based on interview and record review, the facility
failed to ensure that each client recaived a
physical examination by a Registergd Nurse at
least quarterly, for two of the three clients inthe
sample. (Clients #1 and #2) !

The findings include:

|
Interview with the primary RN, on 1,Ili3109 at 4:40
p-M. revealed that she began working at the

group home an 8/13/08. Further intgrview with the

R.N. reveaied at that time she began a review of
all client's records 1o determine the tatus of

assessments and appointments/consultations,

|
On 11/4/08 at 9:22 a.m,, and 11:29 a.m.
respectively, review of medical recofdg of Clients
#2 and #1 revealed that a six-month period had
eiapsed batween quarterly nursing dssessments

as follows; - !
i
a. Client #2 had a 2nd quarterly ass'?ssment on
4/3/09, then the next Nursing quarterly was
conducted on 10/7/09, 5 menths ia Ir.
|
b. Client #1 had a 2nd quarterly assassment an
4/9/09, then next nursing gquarterly Bsessment
was conducted on 9/28/09, 5 monthF later.

!
The R.N. acknowiedged that there had been a

break between the time the previous primary R.N.

was transferred from the facility andthe time that

she began working at the facllity. Thlbre was no
- 1

W 336
W336 :

As ipdicated_by the surveyor, a gap in completing quarierly
nursing ;?hy51ca1s was oreated by the departure of one RN
and t.hc tme it Wok 10 replace fier, Quarterly nursing

task, using consultants in the absence of & permanent RN or
by completing the task herself...12-30-09,
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the maintenance of good dentai hygiene for fwo

;; )the three clients in the sample. (Clients #1 and

The findings include:

1. The facility failed o ensure training to staff and
the clients as recommended to improve the
clients' dental hygiane.
Interview with the staff on 11/2/09 at 337 p.mn.
reveg!ed the clients required assistance in al
activﬂ;es of daily living, including tooth brushing,
Interview with the Qualified Mental Retardation
Professional (QMRP) revaaled that the clients did
not have formal training objectives to enhance
their skills in toothbrushing. Further interview with
the QMRP, howaver, revealed that staff had been
instructed to assist the client's in brushing their
teath three times daily and to document the
teothbrushing in the clients' record.

Record review 11/4/09 at 4:00 p.m. verified that
the QMRP had instructed the staff during a
fneeting on January 9, 2009, to brush the clignts’
teeth 3 times daily, however, all staff had not
been present at the mesting. Subsequently, there

SUMMARY STATEMENT OF DEFICIENCIES [v] PROVIDER'S PLAN OF CORRECTION ’ (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE Mayeileg
TAG REGULATORY OR LSC iDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

W 336 { Continued From page 19 W 338

evidence that the facility had ensure that each

client recelved a physical assessment at least

quarterly.
W 350 | 483.460(e)(3) DENTAL SERVICES W 350

The facility must provide education and training in w350

the maintenance of oral health. All staff will receive oral hygiene training fom the RN

with emphasis put on supporting individuals with proper
; . . ] tooth brushing. .. 12-30-09.
gg?egzﬁhilrﬁgrsg w:salr':gtrg'ce;rcaliea\‘:ilg:;n?he: f:’t;ility It should be noted that Chient #1 presents specific is_sues
failed to ensure sffective education arid fraining | around oral hygiene and dental care becaus:c she resisis
g In staff support and the dentist when she receives treatments.

The dentist is successful in treating her despite the behavior
and staff incurs similar issues when supporting her during
tooth brushing. The QMRP will consult with the behavior
speciulist Lo determine if a protocol can be developed that
will help staff be more successful in supporting Client #1
during tooth brushing. if it is determined thar 2 protocgl can
help, the behavior specialist will develop it and train staff
on the preseribed teshniques. .. 12-30-09.
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was no evidence that each staff had been trained
on dental hygiene.

Further interview with the primary R .N. on 11/3/09
at 12:15 p.m., revealed that the dental visits for
Clients #1 and #2 were current.

2. The review of dental consultation reports for
Client #1 and #2 revealed poor oral hygiene had
been identified during dental assessments as
evidenced below:

a. On 11/4/09 at 9:38 a.m., Client #1 dental
consuiltation report dated 11/26/08 revealed a
large amount of plaque and calcuius, and that
material alba was present on tooth surfaces. The
client received a general scaling with prophylaxis
and polishing on 1/27/09. Brushing two to three
times daily was recommended. On 5/18/09, the
client was again diagnosed with large deposits of
plaque and calculus. She was recommended to
retum to the dental clinic for a full mouth scaling,
which she received on July 28, 2008. There was
no evidence, however, that the toothbrushing
procedures implemented had been adequate to
pravent the rapid accumulation of plague and
calculus on the cllent's teeth.

b. Record review on 11/4/09 at 12;12 p.m_,
revealed that Client #2 had a dental consultation
on 11/26/08. The finding was "large amount
plaque, calculus, and material alba present on
teeth surfaces. Poor oral hygiene." On 1/27/09,
the client returned to the dentist for generalized
scaling prophylaxis and polishing of testh,
Brushing two to three times daily was
recommended. During a follow-up appointment
on 5/18/08, the client was again diagnosed with
moderate deposits of plague and calcuius. At the

FORM CMS-2567(02+09) Pravious Versions Obgotete Event 1D: C74R11 Faility ID: 09G098 ¥ continustion sheet Page 21 of 22
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Continued From page 21

time of the survey, there was ho evidence
evidence that the facility had Implemented an
effective brushing pragram o improve the client's
dental hygiene.

483.480(k)(1) DRUG ADMINISTRATION

The system for drug administration must assure
that all drugs are administered in compliance with
the physician's orders.

This STANDARD is not met as évidenced by:
Based on interview and record review, the facility
failed to ensure that medication was administered
without error for one of three clients in the
sample. (Client #2)

The finding includes:

Interview with the primary R.N. on 11/3/09 at2:18
p.m. revealed that Client #2’s treatment
prescribed to prevent ear wax impaction was
gggggad by the primary cara physician in July

Record review on 11/3/09 at 4:49 p.m. ravealed a
Physician’s order dated 7/21/09 for H202
(Hydrogen Peroxide) + Mineral Oil 12+ 172 in
dropper bottle, 3 gtt to each ear 3 x a maonth -
each ear. The review of the medication
administration record, howevaer, revealed no
documentation that the peroxide (H202) +
mineral oil drops had not been administered to
thg client on any day in July 2009. There was na
evidence the facility ensured the client's
medication was administered without error.

W 350

W 368)]

———

W368

Interviews with medication nyrses indicate that the
weatment was given but not properly docurnented .
{Hydrogen Peroxide to ears). The RN will lrain medication
passing nursing to insure that they document all
medications and treatments consistently...12-30-09.
Additionally, the RN will audit the MARSs at minimum
weekly to iosure the above.. 12-30-09.
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1000

| 183

INITIAL COMMENTS

A re-licensure survey was conducted from
November 2, 2009 through November 4, 2009. A
random sampling of three residents was selected
from a residential population of five females with
mental retardation and other disabilities.

The survey findings were based on observations
and interviews in the group home and at two day
programs, and a review of records, including
unusual incident reparts.

3508.4 ADMINISTRATIVE SUPPORT

Each GHMRP shall have a Residence Diractor
Wwho meets the requirements of § 3509.1 and who
shall manage the GHMRP in accordance with
approved policies and this chapter.

This Statute is not met as evidenced by:

Based on observation, staff interview, and record
review, the Group Home for the Mentally
Reta_rdad Person (GHMRP) falled to ensure the
Qualified Mental Retardation Professional
(QMRP) coordinated, integrated and monitored
services, for three the three residents in the
sample. (Residents #1, #2 and #3)

The findings include;

1. The GHMRP's QMRP failed to ensure the
coordination of outside services. [See Federal
Deficiency Report Citation W120}

2. The GHMRP's QMRP failed to ensure that
each employee had been provided with adequate
Lrﬂ:‘lm% tl;iat enfzfa;:;zs the employee to perform his
€r duties effectively. [See Federal Defic)
Report Citation w189} sheency ‘

| 600

1183

Chapter 35
3508.4
MT'S has addressed the issues cited under W159 as

evidenced by the responses provided for W120, w189,
W217, W249, W263 and W264

| I,
Haalth Regulation Administration
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PRINTED: 11/20/2008

Based on record review, the Group Home for the

Each tralning program shail include, but not be
limited to, the following:

(a) Overview of menta retardation including, but
not Ilmit_ed to, definition, causes of mentai
retardation, associated heaith implications, and
fraquently used Medications, the history of care

of individuats with mantal retardation, and daily
living skills;

This Statute is not met as evidenced by:
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1183] Continued From page 1 1183
3. The QMRP failed to ensure coordination
beatween the interdisciplinary team, to include the
primary care physician (PCP) in the final
decision-making process for determining the
most appropriate food consistency for Resident
#2. [See Federal Deficiency Report Citation
W217] '
4. The GHMRP's QMRP faited to ensure
continuous active treatmeant was Implemented in
accordance with the interdiscipihary team (IDT)
recommendations. [See Federal Deficiency
Report Citation W249]
5. The GHMRP's QMRP failed {o ensure the
coordination of services to ensure resident's
received their medications under Informed 3510.5(a)
consent. [See Federal Deficiency Report Citation e
w263 fTShtaff é:;g’;es ?I’TT of MR traiting during orientarion.
, i c will schedule training sessions for staff to
6. 1_'hf.- GHMRP's QMRP _fanled to ensure address this training srea and af| %ﬁaers cited in other 35
resrictive Mmeasuras ware implemented only with tags in this survey. The trainings will be scheduled by...12-
the written informed consent of the Human Rights 20-09.
Cpm;nrttee. [See Federal Deficlency Repart And will be completed by 12-30-09,
Citation W264] Addirim_:al]y, the QMRP will devciop a first half of 2010
staﬂ" training schwd'u!e that covers all required trainings and
1224) 3510.6(a) STAFF TRAINING 124 | Y3pgr o et aciviy for the sccoud hulf of the year.. 1

M'[‘S_ in also reorganizing both its initial orientation raining
and its annual training calendars to reflect the mew DD§
mandates and wil) implement 4 2010 schedule that reflects
the DNS mandates in 2010...1-30-10.
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W 263 | Continued From page 13 - w263
psychotropic regimen.
W 264 | 483.440()(3)(ill) PROGRAM MONITORING & W 264 w6
CHANGE :
The alarm syst :
The committee should review, monitor and make based on thsey e[:r;',:;;ﬁ;;z:?g :3’_’ 3;:&5 and approved
suggestions to the facility about its practices and 20-09, - copies)...12-

programs as they relate to drug usage, physicai The issuc will be revised 1-29-10.
restraints, time-out rooms, applicatign of painful
or naxlous stimuli, control of Inappropriate
behavior, protection of client rights and funds, and
any other areas that the committee believes need
o be addressed. T

This STANDARD is not met as evidenced by:
Based on observation, staff interview, and record
review, the fadility failed to ensure the use of a
door alarm was reviewed and or menitored for
relevancy for three of five clients residing in the
facilty. [Clients #3, #4, and #5] |

i
The finding includes: |

]
As the Residential Director provided lthe survey
team a walk-thru of the home on thejmorning of
11/3/2009 at approximately 10,00 a.m., door
slarms were observed on the rear dgors of Client -
#3 and #4's bedrooms. The RD o ed the rear
doors in these bedrooms and confirmed that the
door alarms were active. Further intarview with
the RD revealed the door alarms webe put in
place due to Client #5's histoty of eldpements.
The RD also stated that It had been pver a year
since Client #5 hag attempted to elope from the
facility. 5

i
|
Review of the Human Rights Commiltee Meeting
hotes on 11/3/2009 at approximately, 3:10 p.m.

|
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| 224 | Continued From page 2 | 224 :
. Al staff will roceive oral hygiene training from the RN
Mentally Retarded Person (GHMRP) failed to : : e e L o
ensure training was provided to seven of thirteen _ ;ﬁeﬂgﬂ?&f “f;”;;“é’é’" ring individuals with proper
staff in the area of Mental Retardation, (Staff #1, ' It should be noted that Client #1 presents specific issues
#3, #5, #7, #9, #11 and #12) around oral hygiene and denta) care because she resists
‘ staff support and the dentist when she receives ireatments.
The finding includes; The dentist is successful in treating her despite the behavior
| and smﬁ'mt_:urs similar issucs when supporting her during
Interview with the QMRP and review of the staff . footh brushing. The QMRP will consuit with the behavior
training records on 11/4/2009 at approximately Tl ;fll'“ z&""m‘“‘ i a protocol can be developed that
12:30 p.m. verified seven out of thirteen staff during ot b ore successful in supporting Clioat #1 ;
failed : iy . during tooth brushing. If it is determived that a protocol can
receive tratning to cover an overview of help, the behavior specialist will develop it and train staff
mental retardation, on the prescribed techniques. ., 12.30-09.
1228) 3510.5(c) STAFF TRAINING 1226
Each {raining program shall include, but not be
limited to, the following:
{¢) Infection controt for staff and residents:
This Statute is not met as evidenced by:
Based on record review, the Group Home for the
Mentally Retarded Person (GHMRP) failed to
ensure training was provided to nine of thirteen
staff in the area of Infection Control. (#1, #3, 45,
#7, #8, #9, #10, #11 and #12)
The finding includes;
Intgr_view with the QMRP and review of the staff
training records on 11/4/2009 at approximately
12:40 p.m. verified nine out of thirteen staff failed
to receive training in the management of infection
control,
1228| 3510 5(e) STAFF TRAINING | 228 3510.5¢) B
Each training program shall Include, but not be See responses for 3510.5¢a) above.
Haalth Regulation Adminiatration
STATE FORM o899
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1229} Continued From page 4 _ 1229
training records on 11/4/2009 at approximately
1:00 p.m. verified six out of thirteen staff failed to
receive training in behavior management.
| 232 3510.5(i) STAEF TRAINING 1232

Each training program shall include, but not be
limited to, the following:

()) Training of the residents in the maintenance of
oral health and hygiene.

This Statute is not met as evidenced by:

Based on interview and record review, the
GHMRP (Group Home for Mentally Retarded
Persons) failed to ensure effective education and
training in the maintenance of good dental
hygiene for two of the three residents in the
sample. (Residents #1 and #2)

The findings includs:

1.The GHMRP failed to ensure training to staff
and the residents as racommeanded to improve
the residents' dental hygiene.

The facliity failed to ensure training to staff and
the Residents as recommended to improve the
Residents' dental hygiene.

Interview with the staff on 11/2/09 at 3:37 p.m.
revealed the Residents required assistance in all
activities of daily living, including tooth brushing.
Interview with the Qualified Mental Retardation
Professional (QMRP) revealed that the Rasidents
did not have formal training objectives to enhance
their skills in toothbrushing. Further interview
with the QMRP, however, revealed that staff had
been Instructed to assist the Resident's in
brushing their teeth three times daily and to

Health Regulation Administralion
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1232 | Continued From page 5

document the toothbrushing in the Residents'
fecond. .

Record review 11/4/09 at 4:00 p.m. verified that
the QMRP had instructed the staff during a
maeeting on 1/6/09, to brush the Residents’ teeth
3 times daily, however, il staff had not been
present at the meeting. Subsequently, there was
no gvidence that each staff had been trainad on
dental hygiene.

Further interview with the primary R.N. on 11/3/09
at 12:15 p.m,, revealed that the dentat visits for
Residents #1 and #2 were current.

2. The review of dental censultation reports for
Resident #1 and #2 revealed poor oral hygiena
had been identified during dental assessments as ‘
evidenced below;

a. On 11/4/09 at 9:38 a.m., Resident #1 dental
consuitation repart dated 11/26/08 reveaied a
large amount of Plaque and caloulus, and that
material alba was present on tooth surfaces. The
Resident received a general scaling with
Prophylaxis and polishing on 1/27/09. Brushing
wo to three times daily was recommended. On
$/18/09, the Resident was again diagnosed with
large depesits of plaque and calculus, She was
recommerided to return to the dentsl clinie fora
full mouth scaling, which she received on July 28,
<2008. There was no evidence, however, that the
toothbrushing procedures implemented had been
adequate to prevent the rapid aceumulation of
plague and caiculus on the Resident's teeth,

b. Record review on 1 1/4/09 at 12:12 p.m.,
revealed that Resident #2 had a denta
consultation on 11/26/08. The finding was "large
amount plaque, calculus, and Mmalterial alba

1232
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Each GHMRP shall document each emergency
and enter the follow-up actions into the resident
s permaneant record, which shail be made
available for review by authorized individuals.

This Statute is not met as evidenced by:

Based on staff interview and record review the
Group Home for the Mentally Retarded Parson
(GHMRP) failed to document the follow-up
actions for an incident of a missed medication at
the day program as required by this section for
one of three residents in the sample. [Resident
#3)

The findings include:

1. Record review on 11/3/2000 at approximately
10:30 a.m. reveaied an unusual incident report
(UIR) for missed medications was filed in
Resident #3's habilitation record. The incident
report was dated 2/11/2008 from Resident #3's
day program and it provided information
fegarding an "omission of medications”. A
memorandum from the day program dated
3/6/2009 verified and substantiated the findings.
This memo was attached to thig incident report
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presant on teeth surfaces. Poor oral hygiene." On
1/27/09, tha Resident returned to the dentist for
generalized scaling prophylaxis and polishing of
testh. Brughing two to three times daily was
recommended. During a foliow-up appointment
on 5/18/09, the Resident was again diagnosed
with moderate deposits of plaque and calculus.
At the time of the survey, there was no evidence
evidence that the facility had impiemented an
effective brushing program to improve the
Resident's dental hygiene.
1375 3619.6 EMERGENCIES 1375
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and it detailed the following:

"During an internal review/investigation of the
medication protocol for [Day Program}, a
medication omission arror was discovered by
[Day Program] Incident Manager. On
Wednesday, 2/11/2008, [Day Program} empioyed
a tamp nurse via [Staffing Agency] who failed to
administer medications to [Resident #3] on this
date. We apologize for the deiay in notification:
however, upon becoming aware of this omission
we felt it imperative to inform you."

Further record review revealed on the same day
at approximately 10:40 a.m, revealed, Resident
#3 was prescribed 10 receive 10mg of Reglan
{Metoclopramide HCL 5mg/5ml Solution) at noon
Monday through Friday as written on the 10/2009
physician's orders,

Interview with the qualified mentai retardation
professional (QMRP) on 11/3/2009 st :
approximately 2:08 p.m. revealed the infermation
was substantiated, but there was no supporting
evidence presentad during the survey o
substantiate the actions the GHMRP tock o
address the problem.

<. Racord review on 1 1/3/2009 at approximately
10:30 a.m. revealed an unusual incident report
(UIR) for missed medications was filed in
Resident #3's habilitation record. The Incident
Teport was dated 2/11/2009 from Resident #3's
day program and it provided information
regarding an "ornission of medications”, A
memorandum from the day program wes
attached to this incident report and it detailed the
following:
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"On 2/11/2008, eighteen individuals at [Day
Program] missed their 12noon dosage of
prescribed medications/or treatments. The fﬁ :
temporary registered nurse assigned by [Staffing This is-a case of an incident occurring at the da 2ram
Agency] to administer medlcati_op'on this date that was not detected or reported iu ngtirncl; ma};np:?. Once
failed to compiete this responsibility.” the day program did uncover the issu, it disclosed to MTS
_ and provided its investigation roport. MTS could not report
Further record review revealed on the same day what it did not know about and perhaps incorectly
at approximately 10:40 a.m. revealed, Resident assumed that the day program would disclose the incident
#3 was prescribed to receive 10mg of Reglan fo the State Agency a5 well as provide its investigation
{(Metoclopramide HCL 5mg/5mi Solution) at naon .rep%‘t In the futyre, MTS will insure thar it forwards any
Monday through Friday as written on the 10/2009 irelcent reports and investiguions it reccives from day
physiclan's orders. Sty ms for incideats that ocur at the day program o the
gb;;megcy the samme day that it ceveives 1t... 12-20-09,
Intarview with the qualified mental retardation medication passes wg oy FéSUlEA in the missed
h Jcation passes and that this was a single oceurrence
professflonal {QMRP) on 11/3/2009 at cattsed by the circumstances that day at the program and
approximately 2:08 p.m. reveaied she did not not 2n 0ngoing coucern or problen, Nevmheli’; th:n
complete an [nvestigation into this neglectful QMRP will monitor this consideration during her routine,
situation. As such, the QMRP also failed to monthly visits to the program, .. 12.20-05.
provide the Department of Health with her |
investigative findings as wel!.
1379 3519.10 EMERGENCIES 1378
‘ 3519.10
In addition to the reporting requirement in 354 9.5,
each GHMRP shall nofify the Department of See the responses for W153. In addition, the QMRP did
Health, Health Facilities Division of any other ot seck to conduct an investipation at the day program
unusual incident or event which substantiatly b::;id ;‘;d“‘.‘t’sd"s"“b“‘d incident. ‘{he day program
h \ ) \ . condu L5 own Jnvestigation and provided MTS with ;
interferes with a resident ' s health, weifars, living reporvfindings. Residential staff cannot conduct N
arrangement, yvell being or in any other way investigations at pon-affilioted, sister day programs unless
places the resident at risk. Such notification shall given special permission to do 50 or the program agrees to
be made by telephone immediately and shall be 2 Joint investigation. Neither was necessary in this case,
foiiowed up by written notification within The day program, once it uncovered the incident,
twenty-four (2 4) hours or the next work day. investigated and provided its findings. As mentioned in
W153, MTS will insurc that it passes on such incident
Teports and investigations received from day programs the
day they are recejved... 12-20-09. )
This Statute Is not met as evidenced by:
Based on staff interview and record review the
Group Home for the Mentally Retarded Person
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(GHMRP) failed to ensure an incident of a missed
medIcation at the day program was reported to
DOH as required for one of threa residents in the
sample. [Resident #3)

The finding includes:

Record review on 11/3/2009 at approximately
10:30 a.m. revealed an unusual incident report
(UIR) for missed medications was filed in
Resident #3's habilitation record. The incident
report was dated 2/11/2009 from Resident #3's
day program ang it provided information
regarding an "omission of medications”, A
memorandum from the day program was
attached to this Incident report and it detailed the
following:

"On 2/11/2009, eighteen individuals at {Day
Program]) missed their 12noon dosage of
prescribed medications/or treatments. The
temporary registered nurse assigned by [Staffing
Agency] to administer medication on this date
failed to compiete this responsibility "

Further record review revealed on the same day
at approximately 10:40 a.m. revealed, Resident
#3 was prascribed {o receive 10mg of Reglan
{Metoclopramide HCL Smg/Sml Solution) at noon
Monday through Friday as written on the 10/2009
physician's orders.

Interview with the qualified mental retardation
professional (QMRP) on 11/3/2009 at
approximately 2:07 p.m. revealed she was
notified of the missed medication on 3/9/2009.
She was not sure why it took the day program
almost a month to notify her of the incident. But,
the QMRP failed to notify the Department of
Health of this medication error as well,
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PROVISIONS

Professional services shall include both diagnosis
and evaluation, including identification of
davelopmental levels and needs, treatment
services, and selvices designed to prevent
deterioration or further loss of function by tha
resident.

This Statute s not met as evidenced by:
Based on observation interview and recorg
review, the Group Home for the Mentally
Retarded Pergons (GHMRP) failed to ensure
professional services were provided in
accordance with the needs of two of the three
residents in the sample. (Resident's #1 and #2)

The findings include:

A The GHMRP failed tp ensyro preventive health
services were coordinated for the complation or
fecommended diagnostic procedures for
Residents #1 and #2 as evidence below:

1. The GHMRP failed to ensure that Resident #2
was received a hematology follow-up as
prescribed.
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At the time of the survey, the GHMRP had not
notified the Department of Health of this incident.
1401 3520.3 PROFESSION SERVICES: GENERAL 1401

35203

. 1. Client #2 received hematwlogy follow up on... 1_1—
6-09
(Copy attached)

2. Client#1 had a Prolactin level done on 9-26-09

{copy attached)...9-26-09.
The Jevel was high and the PCP will monitor the
jevel but indicated that the curreat level is not an
issu¢ unless she begins lactating..,12-14-09.

As indicated by the surveyor, a gap in completing
quarterly nursing physicals was created by the
departure of one RN and the time it took ta

replace her. Quarterly nursing physicals are

cusrent for each person supported at this time. In
the future, the Director of Nursing will insure that -
1o such gap ocours by assigning another RN to

complete the task, using consultants in the

absence of a permanent RN or by completing the
task berself.. 12-30-09

Interviows with medication marses indicute that the

time revealed the resident received the

On 11/2/09 at 8:02 a.m., Resident #2 was
admlqlstered Ferrous Suifate 325 (65 mg) tablet.
Interview with the medication nurse during this

the resident had a physician's order to receiver

treatment was given but not properly documepted

- (Hydrogen Peroxide to gars). The RN will wain medication
passing nursing to insure that they document all
medications and treatments consistently... 12-30-09.
Additionally, the RN will audit the MARs at minimum
weekly to insure the above...12-30-09

medication to prevent a low iron level. Racord l
verification on 11/3/09 at 9:05 a.m. confirmed that *
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times. Continued record review however
revealed no laboratory reports of prolactin level
were available,

Interview with the primary R.N. on 11/4/08 at 9:30
a.m, evidenca that no laboratory test to assess
Prolactin values had been conducted.

B. The GHMRP failed to ensure that Residents
#1 and #2 received a physical examination by a
Registered Nurse at least quarterly as evidenced
below:

Interview with the primary R.N. on 11/3/09 at 4:40
p.m. revealed that she began working at the
group home on 8/13/09. Further interview with the
R.N. ravealed at that time she began a review of
all of the resident's records to determine the
status of assessments and
appointments/consultations.

On 11/4/09 at 9:22 a.m., anhd 11:29 a.m.
respectively, review of medical records of
Residents #2 and #1 revealed that a gix month
periad had elapsed between quarterly nursing
assessments as follows:

a. Resident #2 had a 2nd quarterly assessment
on 4/3/09, then the next nursing quarterly was
conducted on 10/7/09, 5 months later.

b. Resident #1 had a 2nd quarterly assessment
on 4/9/09, then next nursing quarterly

laz:sessrnent was condugted on 9/28/09, 5 months
ater.

The R.N. acknowledged that there had been a
break between the time the previous primary R.N.
was transferred from the GHMRP and the time
that she began working at the GHMRP. There

1401
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was no evidence that the GHMRP had ensure
that each resident received a physical
assessment at least quarterly.

avidenced below:

p.m. rovealed that Resident #2's treatment
prescribed fo prevent ear wax impaction was
changed by the primary care physician in July
2008.

physician's order dated 7/21/09 for H202 +
Mineral Qil 1/2/ + 1/2 in dropper bottle, 3 gttto

revealed no documentation that the peroxide
(H202) + mineral oil drops had not been
administered to the resident on any day in July
2008. There was no evidence the GHVMRP
ensured the resident's medication was
administered without error.

1402 35204 PROFESSION SERVICES: GENERAL
PROVISIONS

Professional services shall Include an annyuat
heaith invantory of each resident.

This Statute Is not met as evidenced by:

received an annual Speech angd Language

evaluation for phe of three sampled Rasi
[Resident 5 pled Residents.

C. The GHMRP failed to ensure that medication
was administered without emor for Residont #2 as

Interview with the primary R.N. on 11/3/09 at 2:18

Record review on 11/3/09 at 4:49 p.m. revealed a

each ear 3 x a month - each ear. The review of
the medication administration record, however,

Baged on observation, staff interview and record
review the Group Home for the Mentally Retarded
Person (GHMRP) failed to ensure that residents

| 401

L__

35204

The QMRP will insure thal the communication issue is

addressed in the upcoming ISP Meeting
! \ i and theteafter snd
Wilk thereafter insure via month ly monitoring and reviews

that follow up oocurs in a timely manpner.
See also responses for W249,
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The finding includes:

On 11/2/2009 between the hours of 3:30 p.m.
and 6:50 p.m., Resident #3 was observed sitting
in front of a small table in the living room listening
to music from a small portable radio. Resident
#3 was escorted from this seat batween 5:52
p.m. and 8:21 p.m. to have dinner, After dinner
she was allowed to return to her chair to listen to
more music. She remained there until 6:50 p.m.
when the survey team left the GHMRP.

Record review on 11/3/3009 at approximately
11:05 a.m. revesled, Resident #3's Speech (SLP)
assessment dated 7/7/2008 recommended the
following:

1. Continue building [the) Resident's receptiva
and expressive language skills thraugh
recreatlonal/social inferactions as well as using 1
to 1 tima allowing resident to express herself.

2. Re-assess communication skills annually to
monitor significant changes and adjust
programming as necessary.

Interview with the qualified mental retardation
professional (QMRP) on 11/3/2009 at 2:50 p.m.
revealed Resident #3 did not have a current
cammunication program in place and an updated
SLP assessment was still pending.

The GHMRP failed to ensure the timely
implementation of Resident #3's communication
program and re-assessment as recommended by
the Speech and Language Pathologist (SLP).
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Ferrous Sulfate 325 (85 mg) &b TID on Monday
trough Friday and BID on Saturday and Sundays
for anemia.

Intarview with the primary R.N. on 11/3/08 at
11:00 a.m. revealed that Resident #2 was being
monitored by the hematologist. Record review
revealed a hematology consultation report dated
6/23/08 on which it was noted that the resident
had a diagnosis of Microcytosis and should return
to the hematology clinic in one year for foilow-up,
At the time of tha survey, there was no evidence
that the one year follow-up appointment had baen
completed for the resident.

2. The GHMRP failed to ensure the pharmacist's
recommendation that Resident #1's Profactin ba
monitored every six months was addressed as
evidenced below:

On 11/2/08 at 8:30 a.m., Resident #1 was
administered Haldol 5 mg tab (3 tabs, 15 mg).
The resident lay on the floor and attempted to
bang her head as the nurse verbally prompted
her to get up from the floor. Interview with the
medication nurse revealed the Haldol was
prescribed to manage the resident's psychosis,
Subsequent record review on 11/2/09 at 9:07
a.m. revealed a cumrent physician's order, with an
original date of 7/7/08 for Halopéridol 5 mg tab,
15 mg by mouth twice daily in the morming and
evening for psychosis.

Record review on 11/4/09 at 9:17 A M. revealed a
5/11/09 Quarterly Pharmacy Review which stated
"Haidol - Needs Prolactin Q 6 months®, The
review of the resident's Quarterly Pharmacy
Reviews dated 11/25/08, 2/25/09, and 8/6/09
revealed assessmaent of Of the Resident 's
prolactin level was also recommended at those
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